Displaced fracture of the acromion without associated shoulder injury occurs rarely. A 31-year-old gentleman presented with an isolated acromion fracture resulting from a direct trauma to the top of his left shoulder. Open reduction and internal fixation using multiple pins was performed and the fracture was closed without complications. The patient achieved excellent shoulder function and ranked as satisfied in the constant shoulder score almost 14 months following the surgery. Fixation with pins can provide adequate stability in this rare type of shoulder fracture.
Introduction
Fracture of the scapula occurs infrequently. Acromion is the lateral projection of the spine of scapula and fracture of this bone is a rare orthopedic condition as it accounts for only 8% of all scapular fractures (1) . Most of these fractures have been associated with concomitant skeletal and soft tissue injuries of the shoulder (2, 3) . With a significantly displaced fracture of the acromion, the normal function of the shoulder may be impaired or the sub acromial space compromised by compression of the rotator cuff, and the long head of the biceps tendon or deltoid muscle, causing impingement syndrome (4, 5) . Open reduction and internal fixation is indicated when the fracture is associated with significant displacement. We are presenting a case with an isolated displaced fracture of the acromial base as well as the results of his operative treatment up to 14 months follow-up.
Case Report
A 31-year-old carpenter referred to our hospital with acute pain and swelling of his left shoulder following a direct trauma by dropping a heavyweight wooden block on the top of his shoulder. On examination there was swelling and tenderness over the lateral end of the clavicle and acromion. Neurological and vascular examinations of the upper limb were normal. Passive and active motion of the shoulder was painful and limited. The radiograph of the shoulder revealed a severely displaced fracture at the base of the acromion (Figure 1 ). Sixteen hours following the trauma, the patient was prepared for surgery. Under general anesthesia, through a superior approach, the fracture of the acromion was exposed and fixed with 3 pins (Figures 2 and 3 ). There was no deltoid or rotator cuff tearing. Following the operation, the shoulder was immobilized in a sling and swathe and daily dressing of the pins was recommended. Gentle active motion and progressive exercise of the arm and shoulder was initiated a week post-surgery. One of the pins extruded and was easily removed because of loosening 4 weeks following surgery. By ten weeks, and following a radiographic union of the fracture, other pins were removed. No pin site infection had been noted. The range of abduction was about 10º less in comparison to a normal contra lateral shoulder. Physiotherapy and strengthening exercises of the shoulder were continued until the maximal recovery was achieved 4 months later, and he could return to the pre-injury activity working level 6 months following treatment. At a final examination performed 14 months following the injury, the patient was satisfied and developed acceptable functional outcomes according to the shoulder constant score (Figure 4) . 
Discussion
Fractures of the scapula are infrequent with acromion fracture being an even rarer injury. Scapular fractures represent 3-5% of all shoulder injuries and 0.4 -1% of all fractures (2, 4). Acromial fractures account for only 8% of all scapular fractures (1). Kuhn et al. in a review of 27 fractures of the acromion during a 15-year period defined five distinct types that were classified into three groups. Stress fractures, Type I with minimal displacement and Type IA avulsion fractures, which heal rapidly. Type IB fractures result from direct trauma, with minimal displacement. Type II displaced fractures that do not reduce the sub acromial space are treated by a nonoperative technique; however, a type III with inferior displacement and with sub acromial space involvement requires surgical treatment (6) . Scapular fractures have been classified into three types including acromion, coracoids and body fractures. This fracture is usually caused by a direct trauma or a violent contraction of the surrounding muscles, and may be isolated or can also arise with associated shoulder injuries. With respect to the isolated acromion fracture, there are a few case reports in the literature. In those patients, the causes of the fracture has been by a superior displacement of the humeral head, stress fracture or evulsions by a single violent muscle contraction of deltoid or sub scapularis tendon or repetitive sub maximal load to the shoulder (7) (8) (9) (10) . This fracture can be managed by non-operative or surgical means depending on the initial displacement. For fixation of displaced acromion fracture, a variety of techniques including tension band wiring, screw, reconstruction plate, and kirschner wire have been advocated (6, 8) . In our case, despite significant displacement of acromion fracture, no other skeletal or soft tissue injury was noted. A minimal incision on the acromion with direct muscle splitting approach was a safe and easy technique to expose and reduce the fracture site. One pin extruded and had to be removed due to loosening by 4 weeks; however, no infection had occurred. The other pins were stable and removed 6 weeks following the surgery. Loosening and pin tract infection is a complication of the smooth pin fixation. To prevent this complication and potential loss of fixation or pin site infection, insert the treaded pin, cut the end pin beneath the skin, and achieve fixation by screw. Another modality such as a screw or narrow reconstruction plate could be used. Displaced fracture of the base of acromion may have resulted from direct trauma without associated shoulder injuries. The use of open reduction and multiple pin fixations worked out well for the young man with this fracture.
